





Like many healthcare organizations today, Magee-Womens Hospital of UPMC (Magee) faces a constant influx of operational challenges and requirements.  In this constantly evolving healthcare industry, the creation of a strong culture is more difficult than ever.  Another operational challenge, the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) forces Magee to focus on specific operational measures that were not previously emphasized.  Specifically, the measure of patients’ perceptions of their experience of care.  A measure that Magee struggled with was the physical environment, especially its sub-measure of hospital cleanliness.  
First, this essay discusses the importance of organizational culture in the sustainability of management strategies and details how Magee is currently taking a proactive approach to improving their culture to achieve an environment of service excellence.  Then, the essay reports how the author implements a management strategy of patient rounding on six hospital units.  Patient rounding occurred three times per week and a total of 12-15 patients per unit were rounded on each day.  Patient satisfaction results are analyzed and compared against prior periods of satisfaction results.  The outcomes showed improvement in Magee’s HCHAPS cleanliness scores by 1% to 20% and demonstrated that the management strategy of patient rounding can have a positive effect on hospital cleanliness, one parameter of patient satisfaction.
Regarding the public health relevance of this paper, patient satisfaction scores are a direct indicator of the perceived experience patients have during their medical stay.  The more satisfied patients are with their care experience, the more positive their perception will be of the provision of healthcare, an important part of public health.  In addition, studies show that better patient experiences are associated with better health outcomes.  Therefore, organizational tools like patient rounding are serving as a new tool to analyze and have a positive impact on the patient experience.  With a better perception of the medical care environment and better health outcomes as a result of higher satisfaction, improved satisfaction scores can be a vital component to a healthier patient population.
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Most healthcare organizations now have some variation of goals that include improving the experience of care, improving the health of populations and reducing per capita costs ingrained in their culture. These goals are often referred to as the triple aim (Berwick).  However, following a review of journal articles, one can see a shift from the triple aim of healthcare to a newly formed quadruple aim (Sikka).  The fourth component, culture, is clearly the backbone of any successful workplace initiative and workforce (Sikka).  Despite the vital importance of a great organizational culture to any initiative, many healthcare organizations struggle to establish a long-term, sustained positive culture. 
In addition to the struggles above, the Institute of Medicine (IOM) Report challenges healthcare organizations to commit to providing care that is safe, effective, efficient, timely, and equitable (IOM).  Due mainly from this effort, numerous tools have been implemented in care settings to aide healthcare professionals in achieving this goal.  Literature suggests that one tool, patient rounding, improves the quality of care and patients satisfaction (Petras).  Rounding is the planned action of nursing staff or other healthcare employees visiting patients on a predetermined schedule (Sobaski).  Areas of research on the effect of patient rounding have been applied to various clinical settings including a medical-surgical unit (Woodward), orthopedic unit (Tea) and emergency department (Meade), amongst others, which all yielded positive results. Currently, limited research delves into whether or not patient rounding can have a positive effect on the hospital cleanliness outcomes, one parameter of patient satisfaction.      
The author of the paper led the strategies outlined in this paper while serving as an Extended Administrative Resident at Magee.  The author primarily collaborated with the Vice President of Operations, Director of Environmental Services (EVS) and the Unit Directors for completion of this initiative.  Other members included were members of the Human Resources, EVS, Patient Relations and Quality Department Staff.  All parties involved had an overarching commitment to improving the hospital cleanliness scores of the hospital while supplying the best patient experience possible and building a strong work culture. 
Before moving forward with a discussion of organizational culture and a review of the patient rounding management strategy, one must understand the unique background and components of healthcare reimbursement, in particular Value Based Purchasing (VBP).   
2.0 	Value Based Purchasing 




Figure 1. Health Spending as a Percentage of GDP




Continuing down this road of inefficiency may be economically unsustainable for the United States.  Because of this fact, specific provisions in the Affordable Care Act (ACA) establish a new reimbursement paradigm by providing tangible incentives to healthcare professionals that yield high quality care. Congress authorized VBP in Section 3001(a) of the ACA legislation (CMS.gov).  VBP builds upon the Hospital Inpatient Quality Reporting Program as a data infrastructure (CMS.gov).  The Hospital Inpatient Quality Reporting Program was established under Section 501(b) of the Medicare Prescription Drug, Improvement and Modernization Act of 2003 (CMS.gov).  The VBP initiative sets out to reward hospitals that improve their quality of care through a redistribution of Medicare payments (Shoemaker).  Hospitals that perform well will receive a greater portion of the Medicare payments, whereas lower performing hospitals will receive less.

















3.0 	THE importance of culture
The importance of a positive culture within an organization appears to be more important than ever in recruiting and retaining a quality workforce and quality patient care.  In a recent physician survey in the United States, 60% of respondents indicated they were considering leaving practice and 70% knew at least one colleague who left their practice due to poor morale (Sikka).  The circumstances do not only apply to the physician workforce.  Lewis and Malecha (2011) found that 85% (n=560) of nurses reported experiencing workplace bullying within the previous 12 months and 37% (n=243) of nurses reported they had instigated an act of workplace bullying (NCNA).  Rosenstein and O’Daniel (2008) found that 71% of health care workers (N = 4,530) felt that disruptive behaviors led to medication errors.  In addition, 67% felt disruptive behaviors led to adverse patient events.  In addition, 27% of respondents felt disruptive behaviors led to increased patient mortality (NCNA).  
Additional supportive evidence is found at Magee.  When analyzing Magee’s National Database of Nursing Quality Indicators (NDNQI) it was interesting to see that Magee nurses reported below average metrics in their relationships with physicians and their practices environment.  Workplace cultural issues are also relevant in the EVS Department.  An EVS Supervisor stated, “Extra tasks and responsibilities not designated for our employees often get pressed upon them.  This leads to frustration for our employees and a lack of satisfaction in the work environment” (C. Skeba, personal communication, November 13, 2015).  
3.1	Organizational Initiatives
Currently, Magee has two primary initiatives to enhance the work environment from an employee and customer perspective.  One, the Culture of Service Excellence training, is a system-wide initiative that connects the values of UPMC with the tasks all employees perform on a daily basis.  In addition, the training incorporates customer service training to all employees.  Secondly, the Employee Experience Committee provides a platform for employees to have voices heard and actively participate in the hospital’s charitable events and other operations.
3.1.1	Culture of Service Excellence
The Culture of Service Excellence training is mandatory for all 65,000 plus employees across the system.  The training began with all of senior leadership taking part in a one day training that involved collaboration amongst attendees to reignite the importance of the organizational values.  The training also provided various techniques to ensure superior customer service excellence and tips on how to help employees live out the values on a daily basis through awareness of their actions.  After senior leadership went through the training, senior leaders from each business unit selected a group of managers to act as “Champions” of the initiative.
As a Champion, one was required to attend a two day training that reinforced the same practices addressed during the senior leadership training.  Once Champion training concluded, all staff members who had direct reports were notified by corporate Human Resources to sign up for a four hour training session facilitated by the Champions.  Three Champions, who each lead one of the three sections of the training, facilitate every training session.
At the conclusion of the leader training, all other employees were asked to participate in a similar training.  The only difference in the trainings is the elimination of the management techniques.
3.1.2	Employee Experience Committee
The Magee Employee Experience Committee (EEC) was created because of feedback gained through Magee’s “MyVoice” surveys. “MyVoice” surveys are yearly questionnaires sent to all employees to gather feedback about a variety of important workplace dimensions.  These dimensions included My Work, My Coworkers, My Department, My Supervisor, My Business Unit and UPMC.  Each department is allowed to have a representative attend each session to be the voice for that specific department.  Other members that attend the meeting are Human Resource representatives and the selected committee leaders.  The Vice President of Operations is available at each meeting as well.  Meetings occur the first Monday of every month and three meetings are geared towards addressing the “MyVoice” results. 
When researching the specifics of the My Business Unit and UPMC dimensions, important components indicated negative results.  In the My Business Unit dimension, the component labeled as “Suggestions for improving this hospital/business unit/division are taken seriously” received only a forty-six percent favorable outcome (Johnson).  In the UPMC dimension, the component labeled “The UPMC system cares about its employees” indicated only a forty-two percent favorable outcome (Johnson).    
Prior to the creation of the EEC, two other critical issues emerged; leadership visibility and communication.  The question titled “The leaders of my hospital/business unit/division communicate what’s important to employees” showed only fifty-seven percent of Magee respondents were favorable (Johnson).  Moving forward, the question listed as “Suggestions for improving this hospital/business unit/division are listened to and taken seriously” resulted in a fifty-one percent favorable outcome, again, not glowing (Johnson).  Lastly, the question “My location has effective methods for receiving and responding to change” Magee respondents only had a fifty-one percent favorable outcome (Johnson).  It will be interesting to see if the EEC yields positive results in the above improvement focus areas when the new “MyVoice” results come out in late March.  
4.0 	Patient Rounding
Prior to the implementation of the patient rounding management strategy focusing on hospital cleanliness, the author implemented a room setup standardization to improve the efficiency and help address the morale issues in the EVS Department. This strategy can be viewed in detail in Appendix B.  Despite the newly standardized process established in the EVS department, there remained variability in the HCAHPS cleanliness scores Magee was receiving.  Throughout the UPMC system, an E-Rounding application was created to easily track the activities in each room and increase the analytics on patient experience measures.  The application also allows staff members to generate real time alerts to their leaders to show when immediate action or notification is needed.  The application lays out each hospital unit and rooms, and then populates each patient into the specific unit and room (Appendix C).  When clinical staff round, they click on the patients name and can fill out the electronic form that provides a template to record comments and notify specific hospital areas (Appendix C).  The gathered information is entered in the application and can be analyzed to create reports for managers and other high-level personnel. 
At the time, usage of the tool at Magee was primarily used by clinical personal during their daily rounding on patients.  Given the early successes of the application from a clinical perspective, it is readily apparent that the application could be applicable and yield similar results for the cleanliness measures of HCAHPS.  To test the process, rounding on patient’s occurred every Monday, Wednesday and Friday.  The author first asked patients if they were willing to answer some questions regarding their stay.  If the patient accepted, a list of short questions were asked pertaining to the cleanliness of their stay.
First, patients were asked, “How has the cleanliness of your room been?”  Next, patients were asked about the cleanliness of their overall stay in the facility.  This question was asked to cover the areas outside of the designated patient room, as it is understood patient’s perceptions of a stay are formulated as soon as they arrive at the hospital, and whenever they may walk outside of their room.  Lastly, patients were asked, “Would you like anything done differently in regards to the cleaning of your room?”  This question was asked to identify possible patient preferences.  In some instances, patient’s wanted a staff member to stop by in the afternoon or the patient preferred a specific cleaning time.  Although not all accommodations could be achieved, patients were assured that every effort would be given to accommodate their request.  
At the end of the interview, the author would input the notes into the E-Rounding application and send the notes to the EVS Director.  If areas of improvement were identified, EVS leadership or staff would be able to solve the issue in real time.  The real time alert system was a drastic improvement in comparison to receiving infrequent and untimely Hot Comments on a weekly basis.  Previously, Hot Comments reports would supply hospital staff with positive, negative and mixed comments concerning all aspects of a patient’s stay.  However, this information was not supplied in real time.  For example, if a patient gave a negative comment about hospital cleanliness on a Wednesday, the EVS staff would not be notified until the following Tuesday when the Hot Comments report came out.  By the time the report comes out, the patient was often discharged and the department lost its chance to improve the patient’s experience.  Clearly, the E-Rounding application provides real time information and an increased ability to resolve patient concerns and supply a better overall customer experience.  
	The described process above was carried out over seven hospital units.  Four of the units were OB/GYN and three were Medical Surgery.  The table below provides a breakdown of the various units’ assigned number and a brief description of what clinical services are provided at each.  

Table 1. Explanation of Services Provided
Unit	Services Provided 
3700/3800	Postpartum Care and Normal New Born 
2700	Postpartum Care and Normal New Born 
2800	High Risk Antepartum Care
4100	Joint Replacement Surgery and Bariatrics
5300	Medical Surgery 
5800	Medical Surgery and Womens health 

On a monthly basis, UPMC’s Donald D. Wolff Jr. Center for Quality, Safety and Innovation sends Magee a review of the prior months HCAHPS trends.  These reports were analyzed and used to create additional reports to make the provided data more actionable and easier to monitor.  Also, the author created a table in excel to track the monthly satisfaction scores and compare the rounding period scores with the average score of the previous twelve month period without rounding.  In addition, the rounding period scores were compared against the same six month period from the prior year without rounding.  A summary of the six month rounding period averages and associated comparisons is seen in Table 2.  Each percentage indicates the percentage of respondents that gave the most positive response available.  The green boxes represent a positive gain in variance when comparing the six month average with the yearly average and the prior year’s same six month average.  The yellow highlighted box represents an outlier in terms of the number of responses received.  For this particular strategy, any response rate lower than ten was identified as an outlier.  

Table 2. Percentage of most Positive Responses and Comparisons against Specified Periods w/o Rounding

Color Coding: Green=Positive Variance   Yellow=Outlier in Responses
Additional pictorial representations of the six month rounding summary can be seen in bar graphs for each individual unit with an associated trend line in Appendix B. Patient Rounding Graphs.  
	Clearly, implementing the patient rounding tool in May of 2015 specifically for focusing on the hospital cleanliness portion of the patient experience yielded positive results.  When comparing the six month average for the rounding period against the yearly average and the prior year’s same six month average, five out of the six units received a positive variance.  Through examining the units at a closer level, it is interesting to see that certain units had substantially greater outcomes than others did.  Through being immersed in this project, the author developed two theories as to why the difference in outcomes may have occurred. 
	The first theory relates to research on the patient experience measures.  Certain patient experience measures like nurse communication, doctor communication, pain management and discharge are considered “top drivers” (Borrebach).  A top driver measure is one that has the most significant impact on the patient experience as a whole (Borrebach).  A top driver also has the greatest room for improvement when compared to other patient experience measures (Borrebach).  According to analysis by the UPMC Donald D. Wolff Jr. Center for Quality, Safety and Innovation, hospital cleanliness is not a top driver of the overall patient experience (Borrebach).  This theory explains why the greatest positive variance changes occurred on the units that historically had the lowest scores.  The units with the historically higher scores did not experience a significantly large positive variance because patients were already largely satisfied in the cleanliness area.  
	The second theory the authors suggests is that the diagnosis or “state” of the patient has an impact in their judgment of their experience and ultimately the scores received on the HCAHPS reports.  For example, a patient on the 2800 unit is commonly on the unit for an extended period.  This contrasts with a patient on the 4100 unit and 3700/3800 unit, who is generally discharged within a couple of days.  The key to the theory is that the patients on 2800 unit while spending more time in the hospital have a better chance of establishing a strong relationship with the staff they meet.  In addition, the longer stay allows for staff members and leadership personnel to fix any issues the patient may have during their stay.  Oftentimes, a hospital environment can become extremely busy and sporadic, thus issues involving patients with shorter stays may not be as accessible to capture and resolve.  
	Through additional observation, there were a few limitations involved with the initiative.  One limitation is the lack of control involved with the response rate of patients.  There were clearly more patients over the course of a month than indicated in some of the response amounts.  The response of patients to experience surveys is uncontrollable by hospital staff.  In addition, staff can only analyze and manipulate the data on a monthly basis.  Because the reports are only generated in this timeframe, hospital staff have no indication of the actual response rate or satisfaction rate of their patients until the reports are dispersed a month after.  Although taking proactive action is proven effective in the outcome of satisfaction, the author believes greater results could be yielded with greater access and transparency to real time data.    
5.0 	Conclusion
Magee’s results prove patient rounding is an effective tool for improving patient satisfaction scores in the area of hospital cleanliness.  Although, because hospital cleanliness is not considered a “top driver” measure, variability in scores still exist despite the overall improvement.  In addition, limitations in the access and transparency of real time satisfaction data inhibit healthcare professionals from resolving all possible issues that are bound to arise.  Despite this, every effort should be made to implement patient rounding because it has a positive effect on the patient experience.  Specifically, at Magee, results demonstrated an increase of 1% to 15% in comparison to the previous year’s average and a 1% to 20% increase in comparison to the same six month period in the prior year.  In addition, it is imperative that there is investment from senior level staff in allocating resources to establish a strong culture for both employees and customers so these issues are limited.  Successful management strategies like the ones used to improve cleanliness above, will likely not reach its full potential if not coupled with a strong culture.  Thus, the culture strength of an organization, although not quantifiable, is paramount in providing the best possible experience for customers and employees, and supporting strategies to reach their full potential.     
Appendix A:  HCAHPS SCORING METHODOLOGY
A hospital or its HCAHPS vendor will submit HCAHPS data to the HCHAPS data warehouse for the Hospital Inpatient Quality Reporting Program, which acts as the same platform for the Hospital VBP program (hcahpsonline.org).  Once the data is received, the Center for Medicare and Medicaid Services (CMS) will discard the collection of incomplete surveys, surveys from illegible patients and other non-qualifying criteria.  Next, CMS will calculate the hospitals “top-box” raw score for the nine HCAHPS measures that encompass the Experience of Care domain of VBP (hcahpsonline.org).  The top-box raw score is the percentage of a hospital’s patients who choose the most positive or “top-box” response to the survey questions (hcahpsonline.org).  This process is completed for each of the nine HCHAHPS measures which include: Nurse Communication, Dr. Communication, Staff Responsiveness, Pain Management, Physical Environment (Cleanliness and Noise), Communication about Medications, Discharge, Care Transition and Overall Rating (a global measure) (hcahpsonline.org).
	CMS will continue the methodology by applying the patient mix adjustment for each HCAHPS factor to ensure the hospital’s patient-mix adjustment scores are on a level playing field (hcahpsonline.org).  Moving forward, CMS applies the survey mode effect for each of the nine measures (hcahpsonline.org).  CMS combines the scores together to formulate an average of the top-box scores for the specific measure in question (hcahpsonline.org).  All of these steps will be applied to each of the three fiscal year quarters (hcahpsonline.org). Each of the three-quarter averages for the measures is weighted based upon the number of eligible discharges for the hospital (hcahpsonline.org). 
	Next in the process, CMS calculates Achievement and Improvement Points for each of the measures.  Achievement Points are established according to the hospital’s Performance Rate and Achievement Threshold (50th percentile) and Benchmark (mean of the top decile) for the prior year’s Baseline Period (hcahpsonline.org).  Using the hospital’s Baseline Rate and Achievement Threshold and Benchmark, CMS will also calculate the Improvement Points for each dimension (hcahpsonline.org).  Each eligible hospital received a Baseline Period Baseline Rate in the Estimated Payment Report made in August 2012 for FY 2013 (hcahpsonline.org).  The Achievement Thresholds and Benchmarks were published for viewing in the Hospital Inpatient Value Based Program Final Rule (Federal Register / Vol. 76, No. 88 / Friday, May 6, 2011 / Rules and Regulations, p. 26519) (hcahpsonline.org).  The formula for Achievement and Improvement Points can be found in this section of the Federal Register as well.
The last steps in the cumbersome process include establishing a Base Score and Consistency Score for each hospital (hcahpsonline.org).  The HCAHPS Base Score is the sum of the nine measures (hcahpsonline.org).  The Score can range from 0-80 points (hcahpsonline.org).  The Consistency Score for each hospital is calculated using the Performance Rate and the Floor and Achievement Threshold for each measure in the Baseline Period (hcahpsonline.org).  Once again, the formulas for determining the lowest dimension score and the Floor and Achievement Thresholds can be found in the same section of the Federal Register italicized above.  Finally, CMS formulizes the Unweighted Patient Experience of Care Domain Score by summing the hospital’s HCAHPS Base Score (0-80) and HCHAHPS Consistency Score (0-20) (hcahpsonline.org).  The final Patient Experience of Care Domain Score can range from 0-100 points (hcahpsonline.org).  This score is calculated by multiplying the Unweighted Patient Experience Doman Score by 0.30 (hcahpsonline.org).  After the CMS completes the process, a summary report containing all of the information is provided to the specific organization.

Appendix B: ROOM STANDARDIZATION
The Environmental Services Department (EVS) staff at Magee is divided into three separate shifts: daily, evening and night.  Each staff member is assigned a specific area of the hospital to maintain cleanliness.  Based upon the area in which an employee is assigned, they have a list of responsibilities to achieve during their shift.  It is important to note that not all employees are assigned to the same area daily.  Some employees play a hopper role amongst the department.  Essentially a hopper may not always be in the same area every day, they “hop” to various areas based upon variability in resources and workload for each hospital area.  
After weeks of shadowing EVS employees throughout each of the hospital units, it became apparent that a fundamental issue was a lack of room standardization set-up.  Although each shift would have the same list of responsibilities for a given area, the night shift and certain hoppers would set-up the patient rooms differently than the day shift.  Day shift employees would come to their designated areas the next day to find patient rooms set-up differently than what they are used to.  They would then spend extra time reorganizing the rooms.  This lack of standardization within the department repeatedly led to discouraged staff members because of the extra workload for the day shift.
To resolve the department’s operational weakness as well as the employee discouragement, the author accepted the task of implementing a room standardization set up process for each hospital unit.  The project process entailed observing day staff complete room cleaning and set ups.  Gathering the best practices from each of the units, the author created a standardized process for each unit.  It is important to note that each unit has a unique room set up based upon the patient population they serve.  For instance, the 5300 unit, a medical surgical area of the hospital, has different furniture and medical equipment than the 3700/3800 unit, the hospitals post-partum unit.  
After tailoring the set up process for each unit, the author consulted EVS management staff to finalize an agreement.  After an agreement was approved the author created standardization booklets.  Each unit was assigned a large and two small booklets.  The large booklet was placed in the EVS utility room on the unit and the two small booklets attached to the employee’s cleaning carts.  The booklets outlined each step in the room set up process and displayed pictures of how each task should look when finished.  Based on feedback from EVS supervisors, the implementation of the room standardization booklets has eliminated instances of employees having to reorganize rooms on their shift and allowed the department to operate in a more efficient manner.  In addition, the implementation of the room standardization decreased the employee discouragement that arose from having to reorganize rooms during the transition from night to day shift.

Appendix C: E-ROUNDING APPLICATION







Figure 5. E-Rounding Service Alerts
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